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Editorial Comment 


FIFTH The Fifth Annual Meeting of the 
ANNUAL American College of Chest Phys- 
MEETING icians, held in St. Louis, May 13 


and 14, was unquestionably the 
most enthusiastic one yet held by this or- 
ganization. There was a registration of 102 
fellows and some fifty guests, which indicates 
the great interest in the projects of the Col- 
lege. 


A resume of the meeting in these pages 
must of necessity be rather superficial. The 
reports of activities of the various committees 
will appear in pages of forth-coming issues 
of Diseases of the Chest. 


The place of any organization in the med- 
ical field is rightly judged on the basis of its 
activities toward the furtherance of medical 
knowledge and the betterment of the general 
health of the people. Fellows of the College 
should be gratified with the work done by the 
organization during the past year. The reports 
by the Committee on Undergraduate Teach- 
ing of Tuberculosis, and on the organization 
of state committees on tuberculosis, under 
the Pennsylvania Plan, were exceedingly in- 
teresting and valuable. Every fellow and every 
physician interested in the eradication of tu- 
berculosis is urged to read these reports as 
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they are published. To the Committee Chair- 
men and members of the committees, the Col- 
lege is indebted for an excellent piece of work. 
These projects will be continued during the 
coming year. 


At the St. Louis Meeting, a committee was 
appointed, by a vote of the fellows, to set up 
standards of approval of sanatoriums by the 
College. This Standardization Committee is to 
work out a questionnaire to be sent around 
to the various sanatoriums in the United 
States. It is the feeling of the officers that all 
institutions for the treatment of tuberculosis 
should be placed on some basis of recognition 
and this is a step in that direction. 


The Scientific Program on May 14 was ex- 
ceedingly interesting, as would be expected 
from the outstanding physicians and surgeons 
who made the presentations. In forth-coming 
years there will be a two day scientific pro- 
gram instead of the single day, as has pre- 
viously been the custom. This broadening of 
the scientific work will bring forth more ex- 
pression from the fellows of the College who 
have not been heard before. 


The Board of Regents of the College, who 
are empowered to carry on most of the busi- 
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ness of the organization, voted unanimously 
to raise the annual dues to ten dollars per 
year, in order to provide funds for the con- 
tinuation of the various committees inter- 
ested in the projects of the College. 


it is fitting that an expression of appre- 
ciation be extended to Dr. H. I. Spector, of 
St. Louis, for his excellent scientific exhibit 
at the American Medical Association Meet- 
ing, on the differential diagnosis of pleurisy 
with effusion. This exhibit, sponsored by the 
American College of Chest Physicians, was 
very interesting. It was highly instructive and 
was well attended and appreciated by the 
thousands of doctors who saw it. 


We feel certain that the work accomplished 
by the College of Chest Physicians during the 
past year is a source of great gratification 
to Dr. Champ H. Holmes, of Atlanta, Georgia, 
the retiring president, and will be a source 
of inspiration to the in-coming president, Dr. 
Ralph Matson, of Portland, Oregon. 


R. B. H., Jr. 


THE FACTS AND It is true that the things 
SIGNIFICANCE OF most simple are often the 
THE TUBERCULIN things most significant. 
TEST The tuberculin test, the 

skin test for tuberculosis, 
is significant. There is considerable confu- 
sion and misunderstanding concerning this 
tuberculin test, not only among the laity; but 
among the physicians as well. For the public 
to be educated in matters medical, the pro- 
fession itself must perforce be so informed. 
It is with this in mind that I have selected 
this topic. 


When tubercle bacilli first enter the body, 
wherever that may be, a small inflammatory 
focus is set up which drains into the neigh- 
boring lymph nodes. When this happens in 
the lungs, as it so often does, the small area 
of caseous pneumonia is usually situated well 
out into the parenchyma, and the drainage 
is into the hilar or tracheo-bronchial group 
of nodes. Thus, we have the primary or first 
infection of tuberculosis, and this sequence 
of events is called the primary complex. This 
may, and does take place at any age; but it 
is most common to early life. It has, there- 





JUNE 


fore, been referred to as childhood or ehijg. 
hood type tuberculosis. The term primary or 
first infection tuberculosis is better. 


During the establishment of the Primary 
infection, a most important thing happens_ 
so important that it has revolutionized to , 
large extent our concept of the pathogenesis 
and epidemiology of tuberculosis. It is this: 
The tissues of the body become sensitive, gj. 
lergic, to tuberculo-protein. An expression o; 
this allergic state is a positive tuberculin re. 
action. A positive tuberculin reaction, there. 
fore, means that there is an infection by ty. 
bercle bacilli within the body; and that the 
body tissues are sensitized and prepared to 
react to the next contact with tubercle bacij]j 
This contact may come about by a release 
from within, or an invasion from without— 
endogenous and exogenous respectively. Con- 
versely, a negative tuberculin reaction means 
there is no infection in the body and con- 
sequently no allergic state exists. The time 
that elapses between the entrance of tubercle 
bacilli into the body and the development of 
a positive tuberculin reaction has been es- 
timated to be only about three to seven weeks. 


The violent reaction between such sensi- 
tized tissues and tubercle bacilli, leads to the 
destructive form of pulmonary disease that 
we commonly know and so frequently en- 
counter. Technically, it is termed the re- 
infection type of tuberculosis. There can be 
no re-infection type of the disease without 
a preceding primary infection. The primary 
infection itself as a rule causes little damage. 
In the vast majority of instances healing by 
encapsulation and calcification follows. In 
infants and older negroes it may be very 
stormy and rapidly merge into the severe 
disease processes of the re-infection type. 
Ordinarily, many years intervene between the 
two. The primary infection in its very begil- 
ning can be exquisitely determined by the 
tuberculin test, and by it alone. 


The tuberculin test affords one of its most 
valuable services in case finding surveys i 
schools, colleges, and large industrial groups. 
It readily screens out the non-infected and 
leaves only the infected for further examina 
tion. The enormous economic saving is 4) 
parent. A positive reactor among childret, 
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particularly in the pre-school age, strongly 
suggests the home as the source of the infec- 
tion. Many cases of open tuberculosis have 
peen ferreted out in this manner. If a tuber- 
culin test were performed on every human 
being, and all the positive reactors given an 
x-ray examination—then practically every 
case of tuberculosis would be discovered. The 
expense of such an undertaking is, of course, 


prohibitive. 


At the present day, the concentration of 
effort in case finding surveys has been shifted 
to the high school age; for there it is found 
that by x-raying the positive reactors the 
greatest number of cases of pulmonary tu- 
perculosis, at or about the time it develops, 
are discovered. Less attention is paid the 
group from childhood to young adult life, as 
here very little happens. The age period, 5 
to 15 years, may be aptly called the silent 
period of tuberculosis. 


With few exceptions as in terminal or over- 
whelming disease and shortly following some 
acute diseases, notably measles—a positive tu- 
berculin test is almost absolute proof of the 
existence of a tuberculous infection. The con- 
clusion to be drawn, therefore, is that every 
reactor is a potential possible victim of tu- 
berculosis. The protection against exposure 
to an open case will constitute one of the 
main chapters in the future program of tu- 
berculosis control. In the differential diag- 
nosis of a case, a negative tuberculin reaction 
aids greatly in ruling out tuberculosis. 


Now briefly, something about the perfor- 
mance and interpretation of the test itself. 
After cleansing the surface of the forearm 
with alcohol or acetone, 1/10 cc. of the tuber- 
culin is injected intra-dermally. A sharp, 26 
gauge 44 inch needle and a 1 cc. tuberculin 
syringe are used. Immediately following the 
injection, and at the puncture site, there 
forms when the injection is properly made, a 


small round white elevation or wheel. This 
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soon disappears. The test is then read at the 
end of 48 hours. Very occasionally there is a 
delayed reaction requiring 72 hours. A posi- 
tive reaction consists of an edematous swell- 
ing surrounded by a reddened area. For the 
reaction to be considered positive, there must 
be a swelling or elevation. Redness alone 
will not suffice. By measuring this elevation 
in millimeters, the reaction has been trans- 
lated into a scale of 1 plus, 2 plus and so on. 
Since there seems to be little or no correla- 
tion between the intensity of the reaction and 
the extent or activity of the lesion in the 
lung—this is largely being abandoned. Rath- 
er, we just say positive or negative, with the 
occasional use of the words suggestive, weak 
or strong. 


There are several preparations of tuber- 
culin; but the ones usually employed are the 
old tuberculin and the purified protein deri- 
vative, or P. P. D. The latter is definitely pre- 
ferable, being more stable and more stan- 
dardized. For the needle shy and young child- 
ren there are patch tests on the market. Tu- 
The 
weaker solutions should be used first to avoid 
the sore, painful arms and febrile reactions 


berculin comes in varying strengths. 


that may follow the use of the stronger solu- 
tions. To secure the best results, reliable re- 
sults; it is imperative that proper materials 
and correct technique be employed. 
C.M.H. 


PRESIDENT Dr. John H. Peck of Oakdale, 
ELECT Iowa, was chosen President- 

Elect of the American College 
of Chest Physicians at the May meeting in 
St. Louis, to begin active duty July Ist, 1940, 
when the present incumbent, Doctor Ralph 
Matson of Portland, Oregon, retires. Doctor 
Peck has been Superintendent of the Iowa 
State Sanatorium for the past three years 
and also is President of the Iowa Sanatorium 
Association. 


Congratulations, Dr. Peck! We are sure that 
the College has made a wise choice. 


F. W.B. 
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A Consideration of Certain Respiratory 
Phenomena Resulting from the 
use of Tobacco” 


CHARLES B. HOLLIS, M.D., F.A.CSS. 
Philadelphia, Pennsylvania 


UE TO an unfortunate error in publica- 
tion, I must take the privilege of an- 
nouncing that I am not prepared to address 
you upon the effect of tobacco smoking upon 
the respiratory tract, nor do I feel that any- 
one is prepared at this time to take a de- 
finite stand upon such a topic. Despite the 
widespread use of this agent, it would seem, 
from a review of the literature, that but little 
of definite nature has been done with suf- 
ficient degree of thoroughness to warrant 
the presentation of a paper of so definite a 
character. It is my purpose to merely consider 
certain respiratory tract phenomena which 
may result from the use of tobacco. 

I concede the wisdom, as one not averse to 
the smoking habit, to preface my remarks by 
an assurance that I am not riding a hobby, 
nor conducting an anti-smoking campaign, 
nor am I working in the interest or disin- 
terest of any element of the tobacco indus- 
try. Any observations which I have made, or 
any deductions which I may have drawn in 
this discourse, were merely inspired by my 
frequent contact with the ulterior manifesta- 
tions of its use. To resort to the vernacular, 
there may truly not be a “Cough in a Car- 
load” of cigarettes, but in a carload of smok- 
ers it is most likely that there will be cough 
to some extent. Further, the nonchalance 
with which we accept a so-called tobacco 
cough would put to shame the merchant who 
first capitalized upon the relationship be- 
tween a brand of cigarettes and nonchalance. 
In this respect our concern about parallels 
Mark Twain’s story with reference to the 
weather. You will recall that he said some- 
thing to the effect that we all grumble over 
the weather, but no one does anything about 
it. 

Having thus brought up the subject of the 
so-called tobacco cough, I wish to review 
hastily one or two pertinent facts relating to 


* Read at the Philadelphia County Medical Society, 
March 8th, 1939. 


the act of coughing. It should be recalled that 
the original larynx, conceived some odd mil- 
lions of years ago, undoubtedly evolved as a 
sphincter built within a ring shaped cartilage 
for the express purpose of shutting off the 
lower respiratory tract, when circumstances 
of feeding occasion it. Its prime function to- 
day remains essentially the same as it was 
originally. However, evolution has placed up- 
on the larynx several added responsibilities, 
some of which follow: 

First, that of helping to regulate alveolar 
air pressures. 

Second, the splinting of the thorax for pur- 
poses of pectoral exercise, defication, parturi- 
tion, etc. 

Third, the highly specialized function of 
originating phonation. 

A fourth and most damaging function, 
which the larynx has assumed, is its partici- 
pation in coughing. In order to accomplish a 
cough, the sphincter is tightly closed and a 
very sudden increase in thoracic pressure is 
built up. When the pressure reaches its maxi- 
mum, there is a sudden explosive release of 
air with an expiratory blast, which consti- 
tutes the cough. The two latter functions, 
namely, phonation and coughing, may not 
properly be considered as either original or 
normal functions of the larynx and, as 4 
consequence, intemperance in the practice of 
either of these functions is prone to produce 
chronic tissue changes. I feel certain that 
very, very many of us Americans, who are 
constantly “out of voice,” are suffering from 
a low grade chronic hypertrophic laryngitis, 
resulting from a so-called tobacco cough. In 
those cases where simply a loss of quality and 
smoothness of tone is noted and in which but 
little is demonstrable within the larynx, it is 
most likely that the extraordinary use of the 
laryngeal sphincter in coughing has caused 
a loss of fineness of texture of the proximal 
cord edges. 

In recognition of the fact that little if any 
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tissue study seems to have been done upon the 
membranes of the lower respiratory tract in 
cases of abnormalities resulting from tobac- 
co smoke, it will be my plan to attempt to 
apply its known effects, particularly upon 
certain elements of the peripheral circulation 
to the respiratory tract mucous membranes, 
recalling that from the turbinates within the 
nose to the alveoli of the lungs this tract is 
concerned with a conditioning and a utiliza- 
tion of air by highly specialized blood bearing 
vessels. 

If we study tobacco and its smoke from the 
standpoint of the tissues which it may effect, 
its versatility will probably be astonishing and, 
at the risk of going somewhat afield, I shall 
review briefly some of the high lights of its 
recognized pathologic manifestations. That 
there is some protein, or some undetermined 
constituent of tobacco or its smoke, to which 
certain people are allergic has been proven 
by published results of many studies by com- 
petent observers. Harkavy'' studied intracu- 
taneous and patch tests with denicotinized 
tobacco extract and found that “of 166 male 
cigarette smokers in the hospital. with all 
kinds of affections, but excluding those with 
peptic ulcer or disease of the coronary arte- 
ries, 9 per cent gave positive reactions; of 60 
with peptic ulcer, 27 per cent were positive; 
of 26 with arteriosclerosis of the extremities, 
only 1 reacted; and of 87 with thrombo angi- 
its obliterans, 87 per cent gave reactions. Two 
reacted out of 5 with migrating phlebitis. With 
a solution of nicotine tartrate, there were no 
reactions at all in 12 smokers. Thus in peptic 
ulcer, coronary sclerosis and angina pectoris, 
many more than the average gave reactions 
to nicotine free tobacco and in thrombo an- 
giitis obliterans, nearly all were positive.” 

In tobacco eczema. Sulzberger 2 subsequent- 
ly summarized a similar study-—‘‘Some cases 
of certain diseases of the vascular system 
(thrombo angiitis obliterans, angina pectoris, 
coronary disease) clinically long considered 
to be in some way connected with smoking, 
are manifestations of hypersensitivity in cer- 
tain segments of blood vessels to circulating 
allergens derived from or contained in tobac- 
co.” And further “not only sudden and eva- 
hescent reactions are elicited when the exci- 
tant meets the specifically sensitized shock 
issue, but chronic reactions and permanent 


organic damage are often caused by one or 
successive shocks resulting from such en- 
counters.” 

Many tobacco buyers and workers are 
known to be subject to eczema and other 
erythematous or maculopapulary rashes when 
handling certain tobaccos. Further, many 
older smokers report that they find them- 
selves progressively limited in the amount of 
smoking, which they can do without pro- 
ducing circulatory or respiratory discomfort. 
This probably indicates a progressively in- 
creased sensitization. 

Local irritation of the tongue, pharynx, 
larynx and trachea is most frequent and pro- 
bably results mainly from irritating pro- 
ducts of combustion, which products will be 
tabulated later, or to hygroscopic agents, or 
heat. It has been estimated by Bastedo * that 
if three-quarters of a cigarette is smoked, 
the lips and tongue temperature may reach 
140 ; the temperatures resulting from cigar 
stumps may reach 190 Fahrenheit. 

It is well known that cancer of the mouth, 
lips, tongue, larynx, pharynx, etc., is more 
prevalent in smokers than in non-smokers. 
However, it is interesting to note that the 
increase in the number of women smokers 
has not been paralleled by a corresponding 
increase in the incidence of cancer of the 
mouth and adjacent regions in women. 

Among other well known effects of tobacco 
poisoning are ambliopia, tinnitus aurium, 
and nerve type deafness. In the realm of the 
gastro-intestinal tract, various observers have 
reported that in tobacco users there is a great 
tendency to heartburn, symptoms simulating 
duodenal ulcer, cardio spasm and pyloro 
spasm. Studies in gastric function and be- 
havior show a primary rise in the secretion 
and the motility followed by a diminished 
secretion and a diminished motility. Smok- 
ing thus, it would seem, inhibits hunger and 
lessens appetite. On the intestines, x-ray 
studies have shown a colonic hyperirritability 
which produces either diarrhea or a spastic 
constipation. 

While the effects of tobacco upon the heart 
are not of major interest in the production of 
respiratory tract effects of smoking, it seems 
that its effects upon the blood vessels are 
particularly applicable to the subject, due to 
the intimacy of blood and air in the respira- 
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tory tract. For this reason, I will dwell in 
greater detail upon these items. 

Maddock and Coller‘ observing smoking 
effects upon medical students noted a rise of 
8 to 38 pulse beats per minute from a single 
cigarette, with a return to the previous rate 
in from 5 to 30 minutes. Similar findings to 
these have been reported by many many ob- 
servers. Stachelin having smoked 6 to 8 
cigars daily for 6 months noted an average 
pulse rate in himself of 82. During abstention, 
75 was his average pulse rate. During this 
latter period, a standard amount of exercise 
caused his pulse rate to rise to an average of 
124, while during the smoking period it ave- 
raged about 157. 

My own observations upon blood pressure 
readings before and after smoking coincide 
very closely with the figures which are quoted 
above. The environment under which we 
studied a series of students was this,—they 
were asked to come for observation at 9 
o’clock in the morning without having used 
any tobacco since the previous night. The 
observations were made in one of the operat- 
ing rooms and it was anticipated by the ob- 
servers that blood pressure readings and pulse 
rate readings would probably be in excess of 
normal, due to the psychic features which 
attended the reporting to an operating room 
for more or less poorly understood observa- 
tions. We planned to make three series of 
observations, each to consist of blood pressure 
and pulse rate recordings, visual impressions 
of the color of the nasal mucous membranes, 
and the degree of patency of the nasal cavi- 
ties. Color photographs were then to be taken 
of the nasal, pharyngeal and laryngeal mu- 
cous membranes. 

The first observations were made before 
smoking, the second immediately after smok- 
ing, and the third ones a half hour later. 
Thirty per cent of non-smokers were used as 
controls. Average figures showed an increase 
in blood pressure and pulse rate following 
smoking, while observations upon the controls 
at the same time showed lowered blood pres- 
sure and decelerated pulse rates. Upon the 
third observations, most smokers showed a 
blood pressure which was lower than the or- 
iginal reading and likewise a slower pulse, 
while the controls remained about as before. 

Many observers, including Maddock and 
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Coller ‘, Barker ®, Wright and Moffatt « and 
others have demonstrated that 1 to 3 ciga,. 
ettes diminish skin temperature as much q 
10 F., this being interpreted as an CVidence 
of vaso constriction. This effect was more 
marked on inhaling rapidly. The usual tim 
necessary for a return to normal skin tep. 
perature was about 20 minutes. Also, it has 
been noted that there is an immediate rig 
in blood pressure with each smoke, availabje 
records testifying to averages of 8 to 20 mj. 
limeters of mercury. Accompanying this rig 
in blood pressure there is a decrease of bloo 
flow averaging 57 to 83 per cent. It has aly 
been noted that repeated cigarettes produce 
repeated similar reactions. These reactions 
as noted above, are usually followed by a fai 
in blood pressure, an increased blood flow 
indeed at times with such suddenness that jt 
causes symptoms of collapse. 

It is my purpose to make some deduction 
referable to the respiratory tract based upon 
these known effects upon the heart, circula- 
tion, blood pressure, skin temperature, etc 
For purposes of illustration, the mucous men- 
branes of the upper respiratory tract, includ- 
ing the hypopharynx and larynx, might bk 
considered as similar to body surface, in that 
they are directly exposed to air. If, therefore 
the inhaling of the smoke from 1 cigarette can 
reduce surface temperature up to 10° ani 
maintain it so for periods up to 30 minute 
imagine the serious way in which its w 
handicaps the yntricate thermal mechanism 
of the nose and throat, and particularly th 
embarrassment to the accurate chemistry de 
manded of the lungs. 

It is my opinion, though I have found 
reports of studies which will either prove 0 
disprove it, the respiratory tract effects 0 
excessive smoking (which term “excessive 
can only refer to one’s individual suscepti 
bility) must bear some analogy to Buerger' 
disease, in that the etiologic factors are ide 
tical and the exposure to the poisonous ages 
is much more direct. I can imagine that wit 
each cigarette or cigar, or pipe load, the v& 
sels of the respiratory tract suffer a sudde 
contraction. Likewise, if the blood flow * 
diminished to possibly 10 to 15 per cent 0 
normal, and the blood pressure is increast 
the mucous membrane function is arresté 
After a period of 30 to 40 minutes, the blot 
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pressure has returned to or below normal, 
the vessels are relaxed, blood flow is in- 
creased, tissue secretion is very much acti- 
vated and respiratory capacity diminished. 
The user at this time experiences the other 
let down effects known to involve the nervous 
system, the gastro-intestinal system, etc., and 
he is prompted to “Satisfy, Call For, Walk a 
Mile, or Reach For” the stimulus which will 
again, as the catch phrases have it, “pick 
him up” by a repetition of his incessant 
smoking. 

In the observations upon students in which 
yisual notation was made of the patency of 
the nasal cavities and the approximate color 
of the mucous membranes, both before and 
after smoking, it was definitely observed that 
in virtually all cases the membranes were 
less colored after smoking and the airways 
were definitely more patent. While the stu- 
dents could not estimate changes in color, 
they did, almost without exception, confirm 
my visual impression of patency by remark- 
ing that the airways seemed more clear. 
These observations were made in a relatively 
warm room and it was our observation that 
control cases who did not smoke suffered a 
reduction in airways in the same environ- 
ment. Photographic recordings of the size and 
patency of airways were made in color in an 
effort to portray these findings in demon- 
strable fashion. Unfortunately, at this time 
the photographic research work has not pro- 
gressed to a stage sufficiently satisfactory 
to warrant us presenting it to you as a scien- 
tific exhibit. None the less, the visual find- 
ings, while not recorded in units of this or 
that, have been observed on many many oc- 
casions and I feel very safe in presenting 
these observations to you as facts. 

A daily routine of these rapidly changing 
phenomena repeated 20 to 40 times can, and 
no doubt does, cause chronic secretory chang- 
€s, altered response of the mucous mem- 
branes to environmental changes, relaxation 
and undue thickening of surfaces and sub- 
surface tissues, with shortness of breath, 
cough and hoarseness. 

Smoking has become so universal, especial- 
lyin the United States of America, and the 
so-called tobacco cough has become so com- 
mon, that we have never accepted it general- 
ly as a pathologic entity. However, consider- 
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ing the number of persons who I, as an in- 
dividual, see in varying degrees of mental 
disturbance resulting from the worry of a 
chronic throat consciousness, or a chronic 
hoarseness, whose only demonstrable illness 
is the respiratory tract manifestations of 
tobacco usage, I wonder how many millions 
of cases of permanent physical or mental 
change could be tabulated, if we were all to- 
bacco conscious to the degree of recognition 
of this situation when we see it. Only in this 
way could its seriousness be properly ap- 
praised. 

I wish to recite, in rather conspicuous bre- 
vity, some facts about a few cases which ap- 
peared to be of tobacco origin, out of a great 
number of cases which I have observed. In 
these cases it has been my opinion that to- 
bacco was the major factor in either their 
physical or mental discomfort. First, an ob- 
servation relative to cases of contact ulcer 
of the larynx. Of these, I have seen but a 
few, possibly 10 cases, but in no case in my 
experience has simple voluntary aphonia 
been sufficient to effect a permanent cure, 
nor have I observed any cases in which the 
condition arose in a non-smoker. In all cases 
which I have seen, it has been necessary to 
include withdrawal of tobacco in the ther- 
apeutic program in crder to effect reason- 
ably prompt recovery. I am inclined to feel 
from these observations that tobacco plays 
a definite part in the production of contact 
ulcers. 

I have in mind a man, a cigarette smoker, 
age about 50, who developed such laryngeal 
consciousness in association with a cough, 
which he recognized as a tobacco cough, that 
he came to me for inspection of his larynx, 
having satisfied himself that he either had 
tuberculous laryngitis or a malignant new 
growth. Increased redness of the mucous 
membranes, with an irregularity of the prox- 
imal surfaces of the true cords, was all that 
could be ascertained upon laryngeal examina- 
tion. A short period of total abstinance from 
tobacco resulted in the complete loss of the 
cough and prompt return to comfort in his 
laryngeal area. 

In the case of a young woman in her middle 
twenties, laryngeal region consciousness was 
again an outstanding symptom, and in asso- 
ciation with the discomfort was a very loose 
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productive cough. Her immediate family his- 
tory with reference to pulmonary tuberculosis 
was extremely bad. An x-ray of her chest, 
however, failed to reveal any evidence of an 
open tuberculous lesion and the roentgen- 
ologist, in reviewing these. plates, made the 
remark that although one does not see the 
phrase in textbooks, he has learned to ap- 
preciate an appearance of chest x-rays to 
which he refers as “tobacco lungs’. While 
this is not recognized as an orthodox diag- 
nostic term, yet its casual use by an eminent 
roentgenologist at least testifies to the fact 
that tobacco damage to the lower respiratory 
tract can be demonstrated upon x-ray plates. 
And incidentally, appreciating this, I am at 
a loss to know just why sufficient interest 
is not taken in the tobacco cough and in its 
manifestations to properly catalogue it as a 
pathological entity. In any event, withdrawal 
of tobacco over a period of two months re- 
sulted in elimination of the cough and a com- 
plete loss of laryngeal region discomfort. 

I recently saw a man of about 50 years, 
who had such infiltration about his laryn- 
geal mucous membranes that saliva could al- 
ways be seen in the pyriform recesses of the 
larynx and about the esophageal orifices. He 
had reduced his diet virtually to liquids due 
to dysphagia. A direct endoscopic examina- 
tion showed some thickening in the cricoid 
narrowing, especially on the posterior sur- 
face. Several biopsies from this region were 
all reported as being negative to any evidence 
of malignancy. I advocated the removal of 
several devitalized teeth and a discontinu- 
ance of his smoking, which habit incidentally, 
he was carrying on to a marked excess. He 
reported within two weeks that he had such 
marked improvement, as the result of the 
discontinuance of his smoking, that he rather 
thought it might be unnecessary to have his 
teeth extracted. I insisted, however, on this 
part of my therapeutic program. At the pre- 
sent time this person has gained about fifteen 
pounds in weight and is eating on full diet. 

These I present as only a very few cases 
to show that while a diagnostic term has not 
been placed upon certain phenomena which 
seem to be caused by the use of tobacco, these 
phenomena none the less, do exist and should 
be recognized by clinicians. 

It might be of interest to know just what 
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it is in tobacco smoke which does affect the 
tissues. That it is not nicotine is fairly wey 
established by much available information, 
excepting in cases of ambliopia and nerye 
type deafness. The furor raised some years 
ago in an effort to place the responsibility up- 
on cigarette papers has been definitely 
quieted, as this source of irritation has prae. 
tically been discarded. The allergic reactions 
in tobacco are definitely not to nicotine 
Puffed smoke is composed of the alkaloig 
nicotine, pyridine and its derivatives, carbon 
monoxide, several aldehydes of which for- 
maldehyde is the most prevalent, hydrocyan- 


‘ic acid, methyl alcohol, a volatile oil to which 


the aroma is partly due, and arsenic. 

The irritating tarry oil which condenses 
in the bitter end of a cigar or Cigarette, or 
in the stem of a pipe, is composed mostly of 
nicotine and pyridine bases. A second light- 
ing of a smoke revolatizes these residuals and 
Bogen, studying this feature of smoking, de- 
termined that the last third of a smoke con- 
tained 15 to 66 per cent increase in nicotine 
and other volatile substances. In the light of 
these findings, the use of filters is a sound 
practice. The matter of the effects of the 
various hygroscopic agents has received con- 
siderable publicity. It is a conceded fact that 
tobaccos without hygroscopic agents produce 
fewer systemic effects. 

Wright and Moore‘ state: “The amount of 
nicotine and other products in the inhaled 
smoke is influenced greatly by first, and most 
important, the amount of moisture present 

the drier the tobacco, the greater the 
destruction of nicotine.” Dixon * states that 
“The water content of tobacco is more harm- 
ful to the smoker than the original nicotine 
content.” Flinn’ whose studies were subsi- 
dized by a tobacco firm, which uses diethy- 
lene glycol instead of glycerine as a hygros- 
copic agent, summarized a notable paper 
thus: “The combustion products of glycerine 
when it is used as a hygroscopic agent in 
cigarettes will, under certain conditions, cause 
an irritation of the throat. The combustion 
products of diethylene glycol cause only 4 
slight irritation, if any.’’ Haag '° on the con- 
trary, reporting from the Department o 
Pharmacology of the Medical College of Vir- 
ginia, and making a similar, though very 
thorough study upon animals, using the con- 
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junctival sacs and the peritoneum as his 
guide to effects, concluded by saying, “Smoke 
solutions prepared from the two types (die- 
thylene glycol and glycerine) of cigarettes 
were found to have the same toxicity.” 

The question arises as to how to treat the 
tobacco cough and the resulting hoarseness. 
First, it is necessary to arrive at a diagnosis. 
The allergic case will have the entire tobacco 
syndrome, that is, the lack of poise, tremor, 
poor appetite, tendency to constipation. In 
all likelihood, he will react to a patch test for 
tobacco. He may indeed have a typical to- 
pacco-alcohol synergism, and he may or may 
not show respiratory evidence of other path- 
ology. I suggest this latter thought so as to 
remind those who are attempting to arrive 
at a diagnosis of some tobacco syndrome, that 
the presence of such will not eliminate other 
pathologies. 

First, tobacco and alcohol should be entirely 
withdrawn and moderate’ reconstructive 
measures Should be undertaken, especially 
out of doors exercise, fresh air and sunshine. 
The intake of calcium should be enhanced. 
either by the taking of milk, calcium gluco- 
nate, dicalcium phosphate, or any two, or all 
three. 

Vitamins A, B and C, are routinely con- 
sidered. In cases of severe mucous membrane 
change, the use of sodium nitrate, or various 
compounds based upon the sodium nitrate 
principle, should be used as in thrombo an- 
giitis obliterans. Vocal rest in cases of marked 
hoarseness is essential. If a patient will not 
discontinue smoking, then pure Turkish to- 
bacco should be used exclusively. Such to- 
bacco contains practically no hygroscopic 
agents and but little moisture. The patient 
hot having developed a sensitization to it 
may smoke of it freely. In time, however, a 
sensitization will develop to this tobacco also, 
and it will be necessary to either make a new 
attempt at abstinance or to return to the 
American brands of tobacco. In a very short 
time, however, this procedure wears out and 
the situation becomes very trying. 


So far as local treatment is concerned, little 
if anything is needed. Internally, however, the 
iodides will liquify the tenacious accumula- 
tions and will hasten recovery from the cir- 
culatory and mucous membrane changes 
which accompany this addiction. 

In concluding, I maintain that there is 
much evidence to support an opinion that 
the mucous membrane effects of smoking are 
probably secondary to the many and often 
repeated shocks resulting from either atopic 
or acquired sensitivity to the combustion pro- 
ducts of tobacco smoking, or to direct drug 
action, which lead to varying degrees of tis- 
sue changes. The tobacco catarrah should be 
considered as a disease entity and managed 
as such. I have been unable to find any litera- 
ture bearing upon favorable results with the 
use of prepared tobacco antigens for res- 
piratory tract manifestations, although they 
are used with great satisfaction in the ecze- 
mas seen in tobacco handlers. 

1930 Chestnut Street. 
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Tuberculosis in Curricula of 
Medical Schools 


E. W. HAYES, M.D. 
Monrovia, California 


jn REVIEWING the history of the campaign 

against tuberculosis in this country, we 
learn that during the past twenty or twenty- 
five years there has been a decrease from 
200 to 50 cases of tuberculosis per hundred 
thousand of population. As we study the rea- 
son for this decline in the total number of 
tuberculous patients, we find, somewhat to 
our dismay, that it has been brought about 
largely by a campaign of prevention, carried 
on, for the most part, by lay workers. 

We also find in this review two conditions 
which are more disconcerting to the medical 
men interested in tuberculosis. The first is 
that tuberculosis still occupies first place as 
the cause of death between the ages of twenty 
and forty. The second is, as Drolet has point- 
ed out during the past year, that the death 
rate per tuberculous patient is still as great 
or even slightly greater than it was twenty 
or twenty-five years ago. Drolet, in his ex- 
planation for this, says that, while a certain 
percentage of patients do not consult a phy- 
sician until they are in the advanced stages, 
the infrequent diagnosis of tuberculosis in 
its early stages and the lack of proper gui- 
dance of the patient after the diagnosis is 
made are the chief contributing factors. 

There has been some question about Drolet’s 
figures. However, regardless of how accurate 
they may be, it is felt rather generally by 
tuberculosis workers that what can be ac- 
complished by those who have done so much 
in reducing the incidence of tuberculosis, in 
general, has more or less reached a saturation 
point and that further solution of our tuber- 
culosis problem is going to rest, to a major 
extent, upon the shoulders of the family phy- 
sician or the man in the general practice of 
medicine. It is the family physician who sees 
the patient first and who often has him under 
his observation for a long time before he sees 
a chest specialist or enters a sanatorium. The 
fact that from 75 to 90 per cent of the pa- 
tients entering sanatoria are in an advanced 
stage bears out this statement. In addition, 
it is the family physician or the general man 
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who has the confidence of the patient ang 
the patient’s family and who is in a position 
to get him to do what he should to prevent 
the spread of the disease and to regain his 
health. 

In passing the responsibility of our tuber- 
culosis problem to the general man, we meet 
a serious stumbling block. Tuberculosis work- 
ers are more or less agreed that the majority 
of medical schools today do not train the 
student well enough, so that when he goes 
out to practice medicine he is equipped to 
handle tuberculosis. They feel that the schools 
have failed to stimulate his interest in the 
use of modern methods, which would make 
it possible for him to make early diagnoses. 
Nor have they impressed him with the in- 
portance and technique of prevention or of 
early intensive treatment. 

Recent surveys carried out by the American 
Medical Association and the American Col- 
lege of Chest Physicians, relative to the teach- 
ing of chronic diseases of the lungs in me¢- 
ical schools, indicate that the teaching of 
this subject, except in a few schools, is now 
done little more effectively than it was twenty 
or twenty-five years ago. These same studies 
brought out the fact that in the major por- 
tion of the schools there is no comprehensive 
or uniform system for the teaching of this 
subject and that the information that is given 
to the student is offered in a piecemeal fash- 
ion, scattered over a four year period, and 
that there is a failure to connect the labora- 
tory, the clinical and the social aspects o 
tuberculosis, so as to give the student a Cor- 
related working knowledge of the subject. 

In the survey made by the American Med- 
ical Association, there was no specific men- 
tion made of tuberculosis in the reports from 
seventeen of the schools. In the survey made 
by the American College of Chest Physicians, 
about an equal number of schools failed 
indicate that the subject of tuberculosis, # 
such, received any attention in the teaching 
system. 

I realize that such surveys, as they must 
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be carried out, may not describe conditions 
as they actually are, but they do definitely 
indicate the trend of the work being done. 

As the material in these surveys is studied, 
it becomes evident that in the majority of 
medical schools today, the student does not 
have an opportunity to familiarize himself 
with the different stages of tuberculosis or 
to follow the cases along, either through 
access to the clinical history or by a study 
of serial x-rays in clinical conferences, such 
as is done in some schools, or by periodic 
bedside contact with the patient, so as to 
understand the clinical course of tubercu- 
losis or the end results. 

It is particularly the opportunity to study 
and diagnose and to follow the earlier cases 
that will arrest the attention and arouse the 
interest of the student. But, under the pre- 
sent system of teaching, he generally sees 
what little he does see of the patient, more or 
less casually, perhaps in the general medical 
ward or, at best, in the special wards of the 
general hospital where there are usually only 
advanced cases and where the opportunity 
for the patient to overcome his disease is not 
very favorable. Thus, he sees tuberculosis at 
its worst and, consequently, does not become 
interested in the subject. The result is that 
he finishes his four years in medical school, 
not only without interest in tuberculosis, but 
with a vague and hazy idea of the whole sub- 
ject. It has been my experience that a large 
proportion of the young doctors just out of 
school want to keep away from tuberculosis, 
not only because of the feeling that it is a 
hopeless proposition, but because they are 
afraid of contracting the disease themselves. 

Again, during internship, the young doctor 
has very littie opportunity for training in the 
diagnosis and treatment of tuberculous pa- 
tients, inasmuch as only one out of twenty- 
four hospitals where internships are served, 
have a set-up suitable for the care of tu- 
berculosis. 

The National Tuberculosis Association’s 
committee on the Care of Tuberculosis in 
General Hospitals summed up the situation 
with the statement, “The majority of patients 
come to this same doctor when he is out in 
the field of practice, complaining of things 
other than tuberculosis or even of symptoms 
referable to the lungs and they are treated 


for other things, often over long periods, while 
their tuberculosis is allowed to progress un- 
recognized.” 

At the meeting of the National Tubercu- 
losis Association in Los Angeles last summer, 
Dr. Casperis of Vanderbilt University stressed 
the point that after the physician has gone 
out to practice under conditions such as I 
have just described, we cannot rely merely 
on barrage after barrage of literature and 
continuous urgings to interest him in the sub- 
ject of chronic diseases of the lungs. If we 
are going to arouse his interest in this subject 
to the extent that he will take a definitely 
progressive attitude in the handling of tu- 
berculosis, we must, at some time in his train- 
ing, contact him on an individual basis. 

Under our present system of training phy- 
sicians in this country, there is only one time 
when we have an opportunity to contact 
doctors, as a whole, on an individual basis, 
and that is when they are medical students. 
It is as a student that we can and must arouse 
the future physician’s interest in tuberculosis. 
This can be done by impressing him with the 
bright side of the subject through training 
him to understand that it is not only a 
preventable, but also a very curable disease 
and by pointing out to him the part which 
he, as a practitioner of general medicine, will 
be able to play in its prevention and cure. 
Unless, during his training, the student’s in- 
terest is aroused, after he goes out to practice 
he will not read the literature on the subject 
nor will he attend the lectures or post-grad- 
uate courses on chronic diseases of the lungs. 

As we who are interested in the campaign 
against tuberculosis consider the situation 
that has just been described, the question 
that presents itself to us is, what can be done 
to improve the conditions? 

Two months ago in Chicago, I attended a 
meeting of the National Tuberculosis Associa- 
tion’s committee on Undergraduate Educa- 
tion in Tuberculosis. At the same time, I 
talked with a number of the Directors of the 
National Association who were meeting there 
then and also with Dr. Zapffe, Secretary of 
the Association of Medical Schools. There was 
a unanimous agreement among all these men 
that the manner in which the subject of 
chronic diseases of the lungs is taught in the 
majority of medical schools today is exceed- 
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ingly bad. 

It was also felt by these same men, that in 
order to bring about the needed changes in 
this situation, we must endeavor to do two 
things. First, we must work out a plan, or 
a scheme or a method of procedure by which 
this subject can be adequately presented to 
the medical student. Secondly, we must de- 
vise a means by which the deans of the med- 
ical schools or the administrative bodies can 
be interested in what we may have to offer. 

As regards the scheme, or plan or proced- 
ure of presenting the subject, there was con- 
siderable difference of opinion. There were 
a few who felt we should ask for more time 
in the medical course tor this subject. There 
were others who felt that we should work out 
a definite outline, covering the various as- 
pects of teaching tuberculosis, and present 
that to the different medical schools in the 
way of required minimal standards. There 
were objections to both these suggestions. It 
was felt that if we asked for more time, we 
would get a cool reception from the deans or 
those in charge of the curricula. Besides, it 
was felt that what we need mostly was more 
efficient use of the time now allotted. 

While some thought that minimal stand- 
ards, if they were broad and general, might 
interest the medical schools; there were 
others who felt that the time was not yet ripe 
for the adoption of minimal standards which 
could be generally applied. 

There were still others, and they seemed 
to be in the majority, who felt that perhaps 
the best thing to do was to develop a scheme 
or plan wherein time or minimal standards 
would not be mentioned, but which would 
arrange to give the first and second year 
students a well-founded understanding of the 
pre-clinical phases of tuberculosis and where 
the third year students would be taught the 
value and the method of taking a careful 
history; would be made to understand the 
physical and x-ray signs of the normal and 
pathological chest; and would learn to cor- 
relate the findings of the pathological chest 
and the history with the pre-clinical phases 
so as to visualize the underlying pathology. 
A clinical clerkship in a tuberculosis institu- 
tion would perhaps serve as the principal 
means by which the-third year students would 
be taught. 
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In the fourth year, all the different Phases 
of tuberculosis would be correlated under com. 
petent instructors. One of the essentials qyr. 
ing the fourth year would be the out-patien; 
chest clinic where the students would haye 
an opportunity to see and diagnose the early 
cases and would be taught the public health 
and social aspects of tuberculosis through a 
well organized case finding program. 

A second important factor in the fourth 
year would be the sanatorium. In the sanga- 
torium, the student would have a chance to 
study the various types and stages of tuber. 
culosis. Through periodic visits to the insti- 
tution, he would have an opportunity, at least 
to some extent, to follow the course of the 
cases so as to become familiar with the un- 
certainty of tuberculosis as well as to appre- 
ciate the importance and technique of close 
supervision and detailed treatment. Bedside 
study for the student is an important factor 
in teaching. Oliver W. Holmes once said, “The 
most essential part of a student’s instruction 
is obtained, as I believe, not in the lecture 
room, but at the bedside; nothing seen there 
is lost. The rhythms of disease are learned by 
frequent repetition; its unforeseen occurren- 
ces stamp themselves indelibly on the me- 
mory.” 

There is no thought of making the students 
specialists in diseases of the lungs, but simply 
to present the subject to them so that they 
will realize and understand what can be done 
in the handling of the disease and so that 
they will be able to think intelligently in the 
light of early diagnosis and in case finding 
and in the light of rational guidance of the 
patient, once the diagnosis is made. In other 
words, to have the possibility of tuberculosis, 
the importance of its early diagnosis, preven- 
tion and intelligent treatment constantly 
stand out like a red flag before the mind's 
eye of the practicing physician. 

Any plan or line of procedure by which the 
subject of chronic diseases of the chest might 
be effectively presented to the medical stu- 
dent would, of necessity, have to be more 0 
less elastic so that it might be adjustable t 
the conditions in the various medical schools. 

There are certain basic requirements fo 
the teaching of any subject. The first of these 
is that we shall have students capable of being 
taught. I feel that, under present conditions, 
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most of the medical students are in this class. 
The second requirement is that there shall 
be adequate teaching material. This require- 
ment is not met at the present time in many 
of the medical schools, but could be, if the 
schools became interested in this subject. The 
third requirement is that the teachers shall 
be competent. Again, under present condi- 
tions, this requirement is not met in the 
schools as a whole. 

A survey made three years ago by the or- 
ganization now known as the American Col- 
lege of Chest Physicians showed that over 50 
per cent of the teachers of chronic diseases 
of the chest were in the general practice of 
medicine. I doubt if any other specialty, even 
though it has a much less serious aspect, is 
taught in this manner. Here again, an aroused 
interest on the part of the schools would 
serve to correct this defect. 

There have been various suggestions as to 
how to proceed to have any scheme that 
might be developed adopted by the medical 
schools. This would, no doubt, be more dif- 
ficult than the working out of an adequate 
teaching plan. The first essential would be 
to interest the medical deans in the neces- 
sity for a change and the workableness of 
any proposed line of procedure. 

Various means of securing the interest of 
the deans have been suggested. One has been 
the possibility of getting some man living in 
the vicinity of the medical school or already 
connected with it, who has not only an in- 
terest in tuberculosis, but a background which 
would enable him to teach the subject effec- 
tively, to establish an elective course in 
chronic diseases of the lungs in the school, 
the idea being that this elective course would 
be made so attractive that the great majority 
of students would take it and that such 
courses would tend to have the desired ef- 
fect upon the deans of the schools. A great 


deal of support could be given to these in- 
structors by special committees on tubercu- 
losis of county and state medical associations. 
One of the objectives of the American College 
of Chest Physicians is the foundation of such 
committees in the various states. 

This elective course would be for the senior 
students and would be carried on as a sup- 
plement to the regular work in tuberculosis 
that is ordinarily offered by the school. Such 
a plan is nw in operation in a few schools 
and the results seem very promising. 

Time does not permit the discussion of 
other suggestions now. The committee of the 
National Tuberculosis Association on the 
teaching of this subject in our medical 
schools is at present working to develop not 
only a plan by which adequate teaching can 
be done, but also some method by which it 
may be possible to bring about the adoption 
of the plan. They hope to present a prelim- 
inary report at the Boston meeting this 
summer. 

The development of a suitable system for 
the teaching of chronic diseases of the lungs 
in the medical schools has been one of the 
major objectives of the American College of 
Chest Physicians since its meeting in Kansas 
City in 1936, because it has been felt by some 
of us for a long time that this is not only 
one of the most important, but one of the 
most neglected factors in our anti-tubercu- 
losis campaign. A committee from this or- 
ganization has been working on this propo- 
sition ever since. It is hoped that these two 
committees can combine their efforts in the 
accomplishment of something definite. It is 
true that this is a big job and one which 
will require time, but there is a feeling that 
the majority of the medical schools, at the 
present time, realize the inadequacy with 
which this subject is handled and that they 
will meet us in a more or less receptive mood. 
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Bronchiectasis 


MORRIS TANNENBAUM. M.D.* 
New York City, New York 


RONCHIECTASIS is a condition of bron- 
chial dilatation, the etiology of which is 
still controversial and the treatment proble- 
matical. Cases come to light much more fre- 
quently now because of the common use of 
intratracheal Lipiodol injection. We have come 
to realize that bronchiectasis does not exist 
only in the individual who brings up copious 
foul sputum and has clubbed fingers. We 
have many cases of bronchiectasis which are 
dry and are picked up only when infection 
sets in, or when hemoptysis of supposedly 
unknown origin occurs. Lipiodol injection into 
the bronchial tree makes the diagnosis de- 
finite. 

The condition may be congenital or ac- 
quired. The configuration is either saccular 
(resembling grapes) or cylindrical (sausage 
shaped) which may appear at times as fusi- 
form, with tapering ends (pencil shaped). 
There can be present one type alone, or a 
combination of both. The site is usually in 
the lower lobes, but may occasionally be in 
the upper lobes. The cylindrical variety has 
thickening of the bronchial walls and the 
saccular variety a thinning and ulceration 
of the walls. Hence, the greater and more 
frequent hemoptysis in the saccular type. 
Bronchiectatic bleeding is very common and 
varies from the slightest streaking to profuse 
hemoptysis. Death from this does occur, but 
is quite unusual. 

The wet type is the noticeable one. Here we 
find copious sputum and clubbed fingers. If 
drainage is free, the odor may not be objec- 
tionable. If drainage is obstructed, then pu- 
trefaction takes place and the odor is foul. 
Physical signs will often show variations in 
breath sounds with numerous coarse rales. 
The peribronchiectatic pneumonitis may pre- 
sent itself as an acute bronchopneumonia. 
In contrast, the pneumonitis may be of a low 
grade type and the patient may appear to 
have a case of prolonged grippe or influenza. 

The dry type is the one that is masked. It 
can be picked up only by a Lipiodol broncho- 
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gram. At least, one can not tell definitely 
by physical signs. The x-ray may show only 
a marked increase in root shadows. However. 
all patients whose chest x-rays show cloud. 
ing of either cardio-diaphragmatic angles or 
a haziness along the border of the hear 
should have a Lipiodol bronchogram. These 
are the obscured cases, which often show 
bronchiectatic changes in back of the cardiae 
shadow. A wet type of bronchiectasis oe- 
casionally may become dry and present no 
symptoms or signs until subsequent infer- 
tion sets in. The cavities are usually multiple 
and vary in size. 

Amberson ! and others have shown that the 
usual early lesion is an inflammation of the 
bronchial wall. The organisms present are 
most frequently streptococci, micrococci, 
pneumococci, and the influenza bacillus, 
alone or in combination. The progression of 
the pathology produces clinical evidence of 
a chronic bronchopneumonia. The early 
symptoms may be few, such as annoying 
cough and slight expectoration. The advanc- 
ing involvement produces evidence of toxemia 
—rapid pulse, low grade fever, lassitude, ready 
fatigue and loss of weight and strength. The 
cough increases, often becoming paroxysmal 
and may be productive of either little or much 
sputum. This condition may subside and the 
recurrence be brought about by another up- 
per respiratory infection. 


The inflammation of the bronchial wall 
produces destruction of the sensitive mucous 
membrane with ultimate fibrosis of the 
bronchial wall structure. Distortion follows 
and stagnation of the secretions results. The 
chronic retention of infectious material leads 
to a surrounding pneumonitis and fibrosis. 
The terminal alveolar tree is obliterated by 
fibrosis and atalectasis. Then, depending up- 
on the amount of involvement, a considerable 
quantity of pus may accumulate before it 
reaches normal, sensitive mucosa to start 4 
cough reflex. Change in position will als 
cause coughing and bring about expulsion of 
retained secretion. The longer the secretion 
is retained, the more offensive is the odor. 
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pus from a freely draining bronchiectatic 
area has a rather sweet odor and produces 
no toxemia. 

The etiology of bronchiectasis is still a 
controversial subject. However, it would seem 
that infection of the bronchial wall, with 
subsequent fibrosis and bronchial distortion, 
is the main cause. To be sure, mechanical 
factors help, but these alone are insufficient. 
When they are present in a bronchiectatic 
grea, an associated infection is also present. 
It is remarkable how many cases also have 
an infection in the paranasal sinuses, and 
the same predominating organisms can be 
obtained from the discharge of these sinuses, 
as from the bronchiectatic pus. Partial ob- 
struction of a bronchus, whether by foreign 
body, aneurysm or tumor causes a stagnation 
of secretion with subsequent local inflam- 
matory changes. We must not forget that 
complete obstruction causes atalectasis. 

It has been claimed that pulmonary in- 
terstitial fibrosis causes distortion of the 
bronchi with subsequent bronchiectasis. This 
has been disproved by Edlin and Tannen- 
baum 2, Gardner * and Russel‘, since pneu- 
moconiosis, which is characterized by in- 
terstitial fibrosis shows a lack of bronchiec- 
tasis. 

Chronic Pulmonary Tuberculosis, of course, 
produces a considerable amount of upper lobe 
bronchiectasis, but this causes no trouble be- 
cause it drains so well. However, every once 
ina while we see a case with a marked bron- 
chial stenosis due to tuberculosis. Here, of 
necessity, drainage is considerably impeded 
and non-tuberculous stagnation with subse- 
quent fever, etc., is seen. Thoracoplasty opera- 
tions can cause retention of secretion with 
subsequent bronchiectasis. 

Purulent affections of the lung also create 
conditions favorable for bronchiectatic for- 
mation. Recurrent bronchopneumonias may 
hot only be the result of bronchiectasis, but 
also the cause. 

Sometimes upper lobe bronchiectasis is 
found in a patient who gives a history of 
pheumonia in childhood, possibly after mea- 
sles, and who has been carried as a case of 
tuberculosis for years during adult life be- 
Cause of fibrosis seen on x-ray. Follow-up 
of several years, with thorough examination 
of the family and children will reveal no 


evidence of tuberculosis. However, the Lipio- 
dol study, peculiarly enough, will show large 
sacs which have an apparent cystic forma- 
tion. True cysts would not admit Lipiodoi, 
while this cystic appearing formation does. 
It is also not beyond the realm of possibility 
that occasionally a true cyst may rupture in- 
to a bronchus. In the condition described 
above, all the sacs readily admit Lipiodol. 

In the supposedly congenital type, Sauer- 
bruch® described the finding of a dilated 
bronchus with hypertrophied or callous walls 
amid normal pulmonary tissue. Congenital 
dilatation of a bronchus per se is innocent. 
It becomes pathologic only when, as a result 
of superimposed inflammation, the secre- 
tions cannot be coughed up and continued 
suppuration ensues. 

Watson and Kibler ® believe bronchiectasis 
to be on an allergic basis because 90 per cent 
of their cases showed manifestations of 
clinical allergy—positive cutaneous tests, hay 
fever, eczema. asthma, and an abnormally 
high percentage of eosinophils in the bron- 
chial secretions. I regret that I did not per- 
form cutaneous tests on all my cases, but 
asthma and hay fever were present in only 
a very small percentage. It is quite possible 
that the prevalent sinusitis in my series of 
cases masked the hay fever. However, asthma 
was not at all a common finding. 

Persistent coughing has been presented as 
a great factor in the cause of this condition. 
However, Burrell * has shown that cough is 
the result and not the cause of bronchiectasis. 
His observations at autopsy in cases of chronic 
bronchitis and very heavy smokers revealed 
no evidence of bronchiectasis. 

The administration of Lipiodol is a com- 
paratively simple procedure. Good anaesthe- 
sia with the ample pulling forward of the 
tongue are the prime prerequisites for a good 
result. The iodized oil can be given by several 
routes; the nasal, the oral, and the crico- 
thyroid. 

In the nasal route, we first clean out the 
nose by means of adrenalin. Then 4 per cent 
cocaine is dropped through the nostril sev- 
eral times, making the patient gargle as long 
as possible. The longer the gargling, the less 
cocaine is needed. The tongue is then pulled 
forward by the patient, holding the end firm- 
ly with gauze, and the cocaine is again 
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dropped through the nose, while the patient 
inhales deeply. He will cough and spray the 
anaesthesia about the area. Now, with the 
tongue again pulled out by the patient, and 
the torso bent slightly to the side of path- 
ology, 10 c.c. of Lipiodol is dropped slowly 
through the nose. If both sides are required, 
the torso is bent slightly to the other side 
and another 10 c.c. is given. 

In the oral route, the throat is sprayed di- 
rectly and a similar procedure gone through, 
except that the iodized oil is dropped on the 
back of the tongue. We can also pass a Ca- 
theter, with the aid of a laryngeal mirror, 
past the vocal cords and administer the 
iodized oil through this. Dr. Samuel A. Thomp- 
son of New York also uses a semi-rigid ca- 
theter with a curved end. After anaesthesia. 
he guides the tip with his finger past the 
epiglottis and then by twisting the catheter 
tip he can enter any lobe he desires, working 
best with the aid of a fluoroscope. 

In infants and very nervous individuals, 
the crico-thyroid route is utilized. Novocaine 
is injected into the skin and subcutaneous 
tissues external to the crico-thyroid mem- 
brane. A short needle is then stuck into the 
trachea and about 3, c.c. of 4 per cent cocaine 
is injected (in an adult). The needle is rapidly 
removed because the patient coughs. The 
cough sprays the mucous membrane and 
anaesthetizes it. Then with a straight needle, 
or, preferably, with a right angle Goodman 
needle the iodized oil is introduced. The pa- 
tient is warned not to eat or drink for 1!, 
to 2 hours after the procedure, depending up- 
on the amount of cocaine used. Then he takes 
a saline cathartic and continues his usuai 
activities. 

Jacoby and Keats * give children a general 
anaesthesia, using 0.1 G. of avertin per ko 
of body weight. They also give a hypodermic 
of 1/150 gr. of atropine. Half an hour later, 
anaesthesia is induced with ether on an open 
mask until complete muscular relaxation is 
obtained and the pharyngeal and laryngeal 
reflexes are abolished. A Doyen’s gag is in- 
troduced and the mouth opened widely. The 
tongue is pulled forward by the operator and 
the child put in a semi-sitting position and 
inclined toward the affected side. The Lip- 
iodol is then dropped slowly over the back 
of the tongue, using 3 c.c.—8 c.c. The authors 
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believe that postual drainage should be done 
for several days prior to the Lipiodol injection 
This course of drainage is worth doing op 
adults also. 

In this clinic we use the nasal method, as 
advocated by Forrestier of France. We haye 
used this method on children as young a; 
five and six years of age successfully. The 
crico-thyroid method was used on infants jp 
the hospital. It has also been used extensively 
on adults in other clinics. , 

Treatment should not be limited to one 
angle. Many factors should be taken int 
consideration in order to obtain the best re- 
sults. The most important medical treatment 
is postural drainage. This simple and effica- 
cious treatment is not used often enough. The 
patient must be told to drain himself severa| 
times daily for 15 or 20 minutes by clock. 
not mental time keeping. 

Bronchoscopy should be performed for 
both diagnosis and treatment. Diagnostical- 
ly, one may find evidence of stenosis or im- 
pacted foreign body. Removal of the obstruc- 
tion or dilating the stenosis will manifestly 
help in overcoming the condition. Aspiration 
of pus from the diseased bronchi by bron- 
choscope will give more relief than all med- 
ical procedures. 

Drugs by mouth or inhalation have been 
singularly unsuccessful. Garlic and inhala- 
tion of compounds of creosote and benzoin 
have been discontinued. Neosalvarsan intra- 
venously may be used as an adjuvant early 
in an infected case, but it holds little value 
Tonics are. of course, used in general routine 
care when indicated. 

The thorough examination and care of the 
nasal accessory sinuses, to my mind, is one of 
the most important steps in the treatment. 
Clearing of the bronchiectatic condition de- 
pends largely on the curing of the sinusitis. 

Autogenous vaccine therapy is helpful and 
should be employed. Too often this form 0 
treatment has been used alone and not in 
conjunction with other methods. 

Pneumothorax, phrenicectomy and _ thor- 
acoplasty should not be used. They cannot 
change the pathology, but may cause gal- 
grene by the kinking of a bronchus with sub- 
sequent anaerobic infection. However, favora- 
ble results have been reported from thei 
use. If adhesions are present, pneumothoras. 
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of course, is impossible. I have seen it used as 
a life saving measure in one or two cases of 
dry pronchiectasis, when a complete exsan- 
guination threatened because of massive 
bleeding. The usual bleeding of bronchiectasis 
js short and requires no special treatment. 
Crushing the phrenic nerve tends to weaken 
one of nature’s aides in this condition, name- 
ly the cough. By paralyzing the diaphragm, 
the expulsive force of the cough, so necessary 
in expelling secretions, is greatly lost. 

Cautery pneumectomy has been tried, found 
wanting and almost entirely discarded. With 
this procedure one cannot open up all the 
sacs for complete drainage to the exterior. 

Although lobectomy still has a high mor- 
tality, it seems to hold the brightest avenue 
for cure. However, it cannot be performed 
until a Lipiodol bronchogram shows com- 
pletely how extensive the condition is. Toxic 
patients have the highest mortality. The 
youngest patients have the lowest mortality. 

The regular use of Lipiodol therapeutically 
is of great help. The oil is heavy, displaces the 
bronchiectatic pus and helps the individual 
to more readily expectorate the infected 
material. This is usually not needed during 
the summer. 

Boerck and Harris * have reported favorable 
results with the use of the x-ray. This pro- 
cedure is still in the experimental stage and 
cannot be relied upon until a large number 
of cases are reported. Other investigators have 
tried this method and are at variance as to 
the results. 


Dry warm climates have been advocated. 
It would seem that this is an excellent idea. 
Unfortunately, all patients cannot afford the 
expense of travel. The primary help in this 
field is due, I believe, to the drying out of 
the sinuses with secondary help to the bron- 
chiectatic condition. 

Summarizing, bronchiectasis is a condition 
of bronchial dilatation. Its cause is infection. 
A very large percentage of cases have sinusi- 
tis. Treatment is not limited to one method 
alone, but requires several procedures. Treat- 
ment of sinusitis is urgent. Bronchoscopy is 
necessary. Bronchial instillations of Lipiodol. 
and vaccine therapy are routinely useful. 


1750 Grand Concourse, 
Bronz, N. Y 
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ANNUAL TUBERCULOSIS SEMINAR 
(Sponsored by The Buncombe County Medical Society) 


ASHEVILLE, NORTH CAROLINA 


JULY 10-17 


One week of intensive instruction, with demonstration of pathological ‘specimens, close- 
up of clinical work with patients in history taking, methods of physical examination, radiog- 
tfaphy, laboratory analyses and all forms of treatment, including pneumothorax, thoraco- 
plasty and orthopedic measures, will be offered at the Seminar. 


The study will not be confined to pulmonary disease, but will embrace tuberculosis in 
all it’s manifestations—involvements of the larynx, the intestine, the G. U. tract, etc. 


The method of presentation will be intimate, round-table discussions, under the Chair- 
mManship of Dr. Karl Schaffle. Most of the time, however, will be spent on actual office and 
hospital procedures. The class will be limited to 20 physicians and the fee will be $10.00. 


Please send in your application as soon as possible. 
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Some of the Problems of Tuberculosis 


LAURIE LEE ALLEN, M.D. 
Wauwatosa, Wisconsin 


[N DISCUSSING the subject of pulmonary 

tuberculosis, we are aware of the many 
problems that confront us. There are three 
chronic diseases, namely: Tuberculosis, Syph- 
ilis and Cancer, which have kept the medica! 
world in a state of confusion since their in- 
ception. I find it quite a task to even attempt 
to describe some of the phases of tubercu- 
losis alone, yet, if you will bear with me, I 
Shall venture a few points which might help 
make our general practitioners more ‘‘Tuber- 
culosis Minded,” thus bringing about an en- 
thusiastic desire to make an early diagnosis 
and establish more stable methods of treat- 
ment for unfortunates who contract this 
disease. 

Tuberculosis kills more people between the 
ages of fifteen and forty-five than any other 
disease. At this period of life, tuberculosis is 
still the Captain of Tre Men of Death, ata 
time when life should be at its best and its 
usefulness the greatest. This condition has 
existed for several generations and we ask 
the question, “Who is to be blamed?” and 
“What are we going to do about it?” If I am 
permitted to express my opinion, I would 
frankly say that it has been the fault of the 
general practitioner, the family physician, 
who has practically ignored this one disease. 
We are just beginning to make up our minds 
do something about it. Had it not been 
for the few specialists in this line, the pride 
of our profession would be entirely lost. It 
is neglect of the family physician in mak- 
ing the diagnosis and treatment of many cof 
he more serious infections which has lead 
to the cry for State Medicine. 

We love to hear our profession lauded and 
heralded as the greatest boon to mankind 
and that we are living the lives of martyrs 
for the cause of human suffering, and yet 
how many of us realize that we are constant- 
ly betraying this great trust. There is no rea- 
son why every registered physician should not 
be able to make a diagnosis of the three most 
common diseases, namely: Tuberculosis, Syph- 
ilis and Cancer, and when the diagnosis is 
refer those cases which are not in his 
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line of treatment to the men who do that 
specialty. It is the duty of every physician 
to see that the sick public gets the proper 
medical treatment. In other words, may I 
not say that we as physicians, in the eyes 
of the laity, are held in trust to be ready to 
make a diagnosis and administer care ang 
treatment of all diseases allied to our pro- 
fession, if not directly, then by the proper 
consultation. No physician should have too 
much pride to consult with his contempora- 
ries in the interest of his patients in making 
the proper diagnosis and instituting the cor- 
rect treatment. When I speak of consultation. 
I also have in mind the use of your hospital 
connections and Public Health Service which 
is offered in some degree by most every city 
of any size which has the proper interest in 
the public welfare. Many of the States and 
larger cities offer laboratory and x-ray ser- 
vice to physicians for diagnostic purposes, es- 
pecially in Tuberculosis. But it is surprising 
to know how many of our physicians do not 
avail themselves of this opportunity. Now, 
since we have allowed tuberculosis to be- 
come a public health problem, let us co- 
operate with this department by assisting in 
making an early diagnosis and reporting 
cases promptly so that they can receive the 
quickest and most adequate treatment. You 
will find that your public health nurse will 
be of great assistance here. I have known 
many physicians to find fault with their field 
nurses because of their alertness. Diagnosis 
of cases has been made by them many times 
before the physician because of their careful 
scrutiny of the family history. In such cases, 
I have always been grateful for any informa- 
tion I could get from the nurse. Because 0! 
her alertness to their case histories I have 
been saved many embarassing situations. The 
only fault I could find is that there are nol 
more public health nurses. 

There have been so many papers and proad- 
casting lectures on the subject of education 
of the public concerning this disease that ! 
don’t feel that I should utilize this little spact 
in discussing the housing problem and the 
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education of the people in and out of school, 
put I would like to add that the promotion 
of these movements is also up to the private 
physician in his respective community. If the 
politics of medicine can be injected into pub- 
lic health work in the proper therapeutic 
measures so that the physician has the power 
of speech in the interest of his profession for 
the good of the people, then he is getting 
to the place where the best interests of all 
are enjoyed equally. 

Now that we have spoken of tuberculosis 
in a general way, may I not speak more 
specifically on this subject? I feel that the 
pest way to start the subject of this discus- 
sion relative to the infectiousness of this dis- 
ease is to state emphaticaily that tubercu- 
losis is a communicable and a contagious dis- 
ease. The tubercle bacillus is the etiological 
factor and it is not an hereditary disease. So 
when it is contracted, it is by direct contact 
with persons who have this malady in the 
communicable form. 

We have two kinds of tuberculosis caused 
by the same tubercle bacillus. One is known 
as the Primary or Childhood type, or the 
first infection, and the second is known as 
the re-infection or adult type. The Primary 
Tuberculous complex may be active or in- 
active depending upon the massiveness of the 
dose of infection, or the resistance of the 
patient respectively. Therefore, a _ positive 
tuberculin reaction in a child means that the 
child has become infected but may not have 
the disease in its active form. If active, it 
will be manifested by x-ray findings. consti- 
tutional symptoms, and often by a low sedi- 
mentation rate. I would like to add here that 
an X-ray is almost absolutely necessary in 
making a diagnosis of childhood tuberculosis 
because of the paucity of physical findings. 
May I also add, that it is my belief that most 
of our tuberculosis has its inception in child- 
hood. It depends upon the dose of the infec- 
tion whether the child becomes ill in child- 
hood, or later in life, or at all. If the dose is 
small, one may harbor the bacilli all one’s 
life without any active manifestations. On 
the other hand, if resistance is lowered by 
some intercurrent disease or some outside 
stress such as auto accident, childbearing, 
boor feeding, worry or hazardous occupation, 
etc, the capsule or capsules harboring the 


bacilli break down, the bacilli escape, over- 
power the body cells and set up an active pro- 
cess in the lungs. Thus we have the adult 
type of tuberculosis, which is known as the 
endogenous type or reinfection form. 

The exogenous infection which may come 
later in life superimposed upon the primary 
infection is a less frequent occurrence, al- 
though this type has caused considerable at- 
tention and discussion by such able patho- 
logists and scientists as Opie, Sweany, Lang, 
Ranke, and others working in this field of 
investigation. The contention being that the 
primary infection offers an. allergic, fertile 
soil for a further exogenous, implantation 
which in turn sets up the adult type of pul- 
monary tuberculosis. 

May I say a few words about diagnosis of 
pulmonary tuberculosis before closing this 
subject? Without any reservation, I feel that 
every physician should have a fluoroscope. 
The x-ray is useful in making a diagnosis of 
other diseases and injuries than tuberculosis. 
The fascinating interest in making a diag- 
nosis of pulmonary tuberculosis is its differ- 
entiation from other diseases of the chest in 
which the x-ray is indispensible. Many active 
cases of pulmonary tuberculosis may have 
no physical signs nor even symptoms way 
into the moderately advanced stage, and yet 
the x-ray will reveal progressive lesions with 
beginning cavitation. 

Pleurisy with effusion so often overlooked 
on physical examination is beautifully re- 
vealed by fluoroscopy or x-ray. All pleurisies 
with effusion should be treated as tubercu- 
losis because practically 100 per cent are. 
Even when the fluid is negative for tuber- 
culosis and the guinea pig is negative after 
innoculation with the fluid, we see these 
Same cases develop active pulmonary tuber- 
culosis months after the fluid is absorbed; 
this type of course would hot include trau- 
matic pleurisy and post pneumonic empyema. 
Of course, in the absence of x-ray, don't fail 
to do a puncture for diagnostic purpose. In 
the home, this might be the only means of 
making a diagnosis of fluid in the pleural 
cavity. 

Did it ever occur to you that tuberculosis is 
one of the most easily curable of all chronic 
diseases? Did you not know that 90 per cent 
of cases begin as unilateral lesions free of 
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adhesions and ammendable to cure within a 
brief period of time with artificial pneumo- 
thorax? Well this is true. Why we emphasize 
the early diagnosis of pulmonary tubercu- 
losis is to avoid the late mutilating surgical 
procedures as in the case of thorocoplasty. 
Although a few rare cases can be cited where 
thorocoplasty might take the preference to 
pneumothorax in early cases. But since we 
are not discussing surgery, we shall leave this 
subject for a later paper. 

In conclusion, I would like to express the 
desire that the time will soon come when every 
tuberculosis patient may have the advantage 
of sanitorium treatment. It has always oc- 
curred to me that patients without the ad- 
vantage of a well managed sanatorium and 
its teaching have lost their best opportunity 
to make a complete recovery. There are so 
many things that a patient must know in 
order to recover from his illness and main- 
tain his health after recovery. Unless a pa- 
tient is schooled in the finer points of his 
cure taking, he makes a complete failure in 
spite of surgical aid. Fresh air, good food. 
rest, and self discipline, are just as essential 
as the pneumothorax, phrenic nerve block 
or thorocoplasty. Half treatment is worse 
than none at all in most cases. Doctors must 
know not only diagnosis of tuberculosis, but 
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treatment as well so that if a sanatorium is 
not available, discipline must be establisheg 
in the home. All active cases of pulmonary 
tuberculosis must be isolated from those who 
are free of the disease if we wish to keep down 
the morbidity rate and check its spread. Pre. 
vention will be the future treatment of ty. 
berculosis. 

Finally: Remember to always take a care. 
ful history of every case, because each dis. 
ease has its own specific history which gives 
the cue to the diagnosis. A careful physica] 
examination with the patient stripped to the 
waist should be routine. Sputum examination 
should be repeated again and again, and re- 
member that the x-ray aids you in your ear- 
liest diagnosis. Also remember that pneumo- 
thorax can not be given successfully or scien- 
tifically without the use of the fluoroscope, 
always checking before and after each treat- 
ment. 

Physicians practicing in small communi- 
ties have excellent opportunities in establish- 
ing themselves as pioneers in developing tu- 
berculosis clinics, educating the school child- 
ren, mothers and fathers of the township. 
interesting the ministers in preaching the 
Gospel of Health along with the Salvation 
of the Soul. In short, let your community 
become Tuberculosis Conscious! 
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—+# fined luxury, thoughtful service and 
choice location delight the discriminating. 


Under the same management as the internationally famous Gotham, 
New York City; Blackstone, Chicago; and Town House, Los Angeles. 
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wh i Se —— ty a 3105 CARPENTER AVE., DETROIT, MICH. 
“Pride of San Gabriel Valley PHONE: TOWNSEND 8-1025 
DUARTE, CALIFORNIA An institution designed for the proper care of tuberculosis 
patients at moderate rates. 
Morris ROSEMAN, SUPERINTENDENT Thoroughly equipped for the medical and surgical 
treatment of tuberculosis. 
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Our Charter is the same type as the charters of the University of 
Pennsylvania Hospital and Jefferson Hospital. This Charter 
is issued only to non-profit institutions. 


DEVITT’S CAMP for TUBERCULOSIS 


ALLENWOOD, PENNSYLVANIA 


JOHN S. PACKARD, M.D. WILLIAM DEVITT, M.D. 
Physician-in-Charge 
ELMER R. HODIL, M.D. WILLIAM DEVITT, JR. 
Associate Physicians Superintendent 
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Environment and Excellent Food. 


Marcus W. Newcoms, m.p., Medical Director 
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! BROWNS MILLS - In The Pines 

NEW JERSEY 

80 miles from New York City; 32 miles from Philadelphia; 3 miles from Camp 

Dix—lIdeally located for patients with respiratory diseases. 
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ical Treatment for Tuberculous va 

Lillian E. Hutchings, Owner tients. Well Known For Home-Like aaciecemeces 
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| PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


eat «2 A thoroughly equipped institution for the 
3 modern medical and surgical treatment of tu- 
berculosis. An especially constructed unit for 
thoracic surgery. The most recent advances in 
pneumolysis applied to those cases demanda- 
ing this branch of intrathoracic surgery. 





MODERATE RATES 
Descriptive Booklet on Request 


MEDICAL DIRECTORS 


Ralph C. Matson, M.D., & Marr Bisaillon, M.D. 
THE “A. L. MILLS SURGERY” 1004 Stevens Building Portland, Oregon 
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Organization News 
ST. LOUIS MEETING 


SCIENTIFIC EXHIBIT 


The exhibit arranged by Dr. H. I. Spector, 
St. Louis, Missouri, Chairman of the Scien- 
tific Program Committee of the St. Louis 
Meeting the American College of Chest 
Physicians, was the best attended exhibit of 
any shown at the meeting. 

The exhibit consisted of a series of roent- 
genograms and case histories showing the 
differential diagnosis of pleurisy with effu- 
sion. Dr. Spector conducted a series of lec- 
tures at the exhibit and 451 physicians re- 
gistered at the booth for sample copies of 
Diseases of the Chest. 


of 


FIFTH ANNUAL BANQUET 


Who’s who in the field of chest diseases 
assembled at the Chase Hotel, St. Louis, on 
Sunday night, May 14th, to assist in closing 
the most successful meeting of the American 
College of Chest Physicians held to-date. 

Dr. Louis Boislinere, the dean of the chest 
physicians at St. Louis, was toastmaster and 
he introduced the officers of the College for 
brief remarks. Those who spoke were: Drs. 
E. W. Hayes, Monrovia, Past President of the 
College; Champ H. Holmes, Atlanta, Georgia, 
retiring President; Ralph C. Matson, Portland, 
Oregon, President: John H. Peck, Oakdale, 
Iowa, President-elect; Benjamin Goldberg, 
Chicago, Illinois, First Vice-President; J. 
Winthrop Peabody, Washington, D. C., Second 
Vice-President; Robert B. Homan, Jr., El Paso. 
Texas, Secretary-Treasurer; Frank Walton 
Burge. Philadelphia, Pennsylvania, Chairman 
of the Board of Regents; C. M. Hendricks, El 
Paso, Texas, First Editor of Diseases of the 
Chest; F. M. Pottenger, Monrovia, California; 
and E. J. O’Brien, Detroit, Michigan. 

To Dr. Andrew C. Henske and his able com- 
mittee, the College extends its thafiks for a 
very enjoyable evening. Mrs. H. I. Spector was 
chairman of the Hostess Committee, and the 
wives of the other fellows of the College at 
St. Louis, who served on this committee were: 
Mesdames Alfred Goldman, Andrew C. 
Henske, and Lawrence Schlenker. 
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THANKS 


A vote of thanks is extended to all of the 
members of the College in Missouri who ar. 
ranged for the Fifth Annual Meeting of the 
College at St. Louis, May 13-14, 1939. 





The American College of Chest Pnysicandl 
has just concluded another successful meet- 
ing. One hundred and thirty-six fellows of 
the College and their friends registered at the 
St. Louis Meeting. They came from 27 states 
the District of Columbia, and Mexico. Mis. 
souri, which was the host state, registered 34 
physicians. Illinois was second with 14, and 
Texas followed closely with 12 registrations. 
One hundred and two physicians registered 
as fellows of the American College of Chest 
Physicians. This is approximately twenty per 


cent of the entire membership of the College. 
The American Medical Association with 7,000 
registrations, covers a little less than ten per 
cent of its membership. 

We are very pleased with the showing 
made by the fellows of the American College 
of Chest Physicians. 

REGISTRATION 

ALABAMA 

L. O. Davenport Birmingham 
ARIZONA 

Fred G. Holmes Phoenix 

H. J. McKeown Phoenix 

Benson Bloom Tucson 

Chas. S. Kibler Tucson 

Dan L. Mahoney Tucson 

Vernon L. Mahoney Tucson 
CALIFORNIA 

E. W. Hayes Monrovia 

F. M. Pottenger Monrovia 

F. M. Pottenger, Jr. Monrovia 

Jane Skillen Olive View 


Jesse P. Delprat San Francisco 
Ethel Owen San Francisco 
H. C. Warren San Francisco 


(Continued on page 28) 
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The Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require 
Write for particulars rest and supervised medical care . . . . An ideal all-year location. 
THE POTTENGER The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients. 
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the SANATORIUM Close medica! supervision. Rates reasonable. 
ar- AND CLINIC F. M. Porrencer, M.D. pe eeres - nies __......Medical Director 
J. E. Porrencer, M.D.___ __ _---- fae, “Medical Director ond Chief of Laboratory 
the MONROVIA. CALSUREA " Leroy T. Perensrex, M.D.._._..__.__._________Asst. Physician and Roentgenologist 
F. M. Porrencer, Jn., M.D.___._______________-___________Assistant Physician 
oor > 
an 
- ROCKY GLEN SANATORIUM 
| of 
the McCONNELSVILLE, OHIO 
tes FOR THE MEDICAL AND SURGICAL 
pity TREATMENT OF TUBERCULOSIS 
Ais- LOUIS a. Mm D., Mrepicat Director 
1 34 677 N. High St., Columbus, Ohic 
H. A. PHILLIPS D. G. RALSTON, M.D. 
and Super ender 2 
ons. A. A. TOMBAUGH, M.D. 
Resident Physici 
red HENRY BACHMANN, M.D. 
rest Physician 
| - . Graduate Nurses : 
per Whese the etenss of enteent te Get, Beautiful Surroundings Reasonable Rates 
ege. 
000 - 
per fj 
S h ALBUQUERQUE, 
in || ODOUTONWeEsSTern 
og § NEW MEXICO 
g = 
\ 
| Presbyterian Sanatorium 
| 
A well-equipped Sanatorium in the Heart of the 
. * Well Country. 
_ Write For Information and Rates 
\ 
\ 
\ 
enix oo d 
enix [ ‘ 
um a _MARTRNOE. SANATORIUM 
cson | 
-s0n 7 —— a (MARYKNOLL SISTERS) 
eson | | | MONROVIA, CALIFORNIA 
| A sanatorium tor the treatment of tubercu- 
losis and other diseases of the lungs. Lo- 
ove cated in the foothills of the Sierra Madre 
ovila Mountains. Southern exposure. Accommo 
ovia dations are private, modern and com- 
View fortable. General care of patient is condu- 
“isco cive to mental and physical well being. 
r ' 
~{sCO at bs ; SisteR Mary Epwarp, Superintendent 
a ie . 
risco i, re, , , 
a inci — < ye | Ze W. HAYES, M.D.., Medical Director 
| 
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COLORADO 
John B. Crouch 
A. M. Forster 
A. M. Mullett 
Maurice Chernyk 
Arnold Minnig 
Eli A. Miller 


DISTRICT OF COLUMBIA 


C. P. Cake 
J. Winthrop Peabody 
J. Ross Veal 


FLORIDA 
M. J. Flipse 
GEORGIA 
Champ H. Holmes 
ILLINOIS 
Roy Keith 
H. Phillips 
Harry S. Freilich 
Benjamin Goldberg 
Jerome Head 
B. L. Jones 
Robinson Bosworth 
Fred M. Meixner 
Robert Campbell 
Herman Cole 
Emmett Pearson 
Darrell Trumpe 


Clare Miller 
Arthur S. Webb 
INDIANA 


Gardner C. Johnson 

J. H. Stygall 
IOWA 

J. Russell 

J. Carl Painter 

Leon J. Galinsky 

John H. Peck 
KENTUCKY 

Oren A. Beatty 

D. W. Tripodi 

Paul Turner 
LOUISIANA 

Sydney Jacobs 

C. R. Gowen 
MICHIGAN 

F. Chenik 

William A. Hudson 

E. J. O’Brien 

A. B. Wickham 

B. A. Shepard 
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Colorado Springs 
Colorado Springs 
Colorado Springs 
Denver 
Denver 
Denver 


Washington, D. C. 
Washington, D. C. 
Washington, D. C. 


Miami 


Atlanta 


Anna 
Anna 
Chicago 
Chicago 
Chicago 
Dwight 
East St. Louis 
Peoria 
Springfield 
Springfield 
Springfield 
Springfield 
Quincy 
Wheaton 


Evansville 
Indianapolis 


Des Moines 
Dubuque 
Oakdale 
Oakdale 


Glasgow 
Lexington 
Louisville 


New Orleans 
Shreveport 


Detroit 
Detroit 
Detroit 
Detroit 
Kalamazoo 


MISSISSIPPI 
D. L. Anderson 
J. S. Harter 
E. P. Robbins 


MISSOURI 
A. J. Bondurant 
W. W. Buckingham 
H. L. Mantz 
Sam H. Snider 
C. E. Hallweg 
W. P. Maddux 
R. H. Runde 
M. F. Arbuckle 
Louis Bahrens 
Louis Boislinere 
J. F. Bredeck 
W. Brown 
Henry Caraco 
John B. Devine 
Irvin Fagt 
Alfred Goldman 
G. E. Gruenfeld 
French K. Hansel 
Andrew C. Henske 
Roland Kieffer 
Alphonse McMahon 
Jas. L. Mudd 
Joseph M. Orenstein 
Charles W. Miller 
E. J. Schisler 
L. Schlenker 
H. Schlossman 
Emanuel Sigoloff 
D. M. Skilling, Jr. 
H. I. Spector 
S. Tashma 
E. E. Glenn 
George Vernon 
W. G. Gunn 


NEBRASKA 
T. C. Moyer 
J. F. Allen 


NEW JERSEY 
Felix Baum 


NEW YORK 
H. L. Hollis 
B. Stivelman 


NORTH CAROLINA 


Karl Schaffle 
M. L. Stevens 
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Sanatorium 
Sanatorium 
Sanatorium 


Jefferson Barracks 
Kansas City 
Kansas City 
Kansas City 

Mt. Vernon 
Mt. Vernon 
Mt. Vernon 


St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 
St. 


Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 
Louis 


Springfield 
Springfield 
Versailles 


Lincoln 
Omaha 


Newark 


Lacona 
New York 


Asheville 
Asheville 


(Continued on page 30) 
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non 
OUuis 
OUuis 
Ouis 
Ouis 
Ouis 
Ouis 
Ouis 
Ouis 
Ouis 
Ouis 
Ouis 
Ouis 
OUis 
Ouis 
suis 
s0Uuis 
s0Uuis 
sOuis 
sOuis 
s0uis 
s0uis 
40uis 
4Ouis 
Louis 
field 
field 
ailles 


acoln 
naha 


wark 
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—— BRONCHOSCOPY 


FOR TUBERCULOSIS Pilling-Made Instruments Used by the Staff of the Chevalier Jackson Clinics. Thes 
models are exact duplicates of those made by us for and used by the various Chevalier Jackson Clinics in Philadelphia 
All made under our one rcof and supervision, insuring proper inter-functioning of separate instruments. Order direct from 
us to avoid incorrect models. Bronchoscopic catalog sent on request. 


GEORGE P. PILLING &SONCO. 
= ARCH 6 23rd PHILADELPHIA ~—— 
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~ Laurel Beach Sanatorium —S i 
SEATTLE (On the Salt Water Beach) WASHINGTON 
A private sanatorium fully equipped for the modern treatment of Chest Diseases.....X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets wnen required; private and semi-private 
rooms. Rates: From $25.00 per week up, including tnedical care 
FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, MLD. 
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\ 
| METHODIST SANATORIUM | 
ALBUQUERQUE, NEW MEXICO : 
A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cottages { 
; surrounded by beautiful lawns and trees—Open to all physicians—Retes $50.00 to $75.00 per month ' 
| medical care extra. ' 
MRS. MINNIE G. GORRELL, Superintendent | 
} 4 
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THE 


LONG SANATORIUM 
EL PASO. TEXAS 


ALL ROOMS HAVE STEAM HEAT 
HOT AND COLD RUNNING 
WATER IN ROOM. AND HAVE 
PRIVATE GLASSED IN SLEEP- 
ING PORCHES. 





o 


ies | 
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ite oe EIS Se tae i All Recognized Treatments Given 
Write for Descriptive Booklet 
Rates $17.50, $20.00 and $22.50 per week. A. D. LONG, M. D. 
Nurses care and medical attention included 
Also Apartments for light housekeeping. MEDICAL DIRECTOR 
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SOUTHERN 
SITERRAS 


SANATORIUM 
BANNING, CALIFORNIA 


Location, near but not directly on the 
desert (altitude 2,400) combines best 
elements of desert and mountain cli- 
mates. . . .A sustained reputation for 
satisfaction, both among physicians 
and patients. .. .Send your next pa- 
tient here, and you may be assured of 
his receiving maximum benefit, and of 
his full gratitude. 





C. E. ATKINSON, M.D. 
MEDICAL DIRECTOR 
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UNE DISEASES OF THE CHEST 
OHIO TEXAS 
D. W. Heusinkveld Cincinnati M. A. Cunningham Beaumont V 
J. C. Placak Cleveland H. Frank Carman Dallas 
Louis Mark Columbus Orville E. Egbert El Paso | 
Robert Austin Dayton C. M. Hendricks El Paso 
Warren C. Breidenbach Dayton R. B. Homan, Jr. El Paso 
A. D. Long El Paso | | 
OKLAHOMA Felix Miller El Pas) Ei 
Paul B. Lingenfelter Clinton Sim Hulsey Fort Worth 
Richard Burke Sulphur T. Hartman Kilgore Houston } 
F. P. Baker Talahina Sam E. Thompson Kerrville 
R. M. Shepard Tulsa C. J. Koerth San Antonio ' 
R. G. McCorkle San Antonio 
OREGON 
VIRGINIA 
Ralph C. Matson Portland 
Dean B. Cole Richmond 
PENNSYLVANIA Donald S. Daniel Richmond 
J. Paul Frantz Clearfield WEST VIRGINIA 
Frank Walton Burge Philadelphia Walter E. Vest Huntington 
Chevalier L. Jackson, Jr. Philadelphia . wl 
Ed. Lebovitz Pittsburgh WISCONSIN . 1 
C. Howard Marcy Pittsburgh M. M. Baumgartner Janesville 
V. M. Leffingwell Sharon Alfred A. Busse Jefferson ; 
TENNESSEE Carl O. Schaefer ae 
i 
J. Hamilton Chatanooga MEXICO I 
D. Carr Memphis Donato G. Alacorn Mexico City 
, 
( 
a 
’ ' 
STATE TUBERCULOSIS ASSOCIATION MEETINGS ) 
( 
ILLINOIS TEXAS ( 
( 


Dr. Fred M. F. Meixner, Fellow of the 
American College of Chest Physicians. was 
veneral chairman and served on the program 
committee for the Annual Convention of the 
Illinois Tuberculosis Association at Peoria. 
The meeting was held May 24th and 25th, 
during the course of which Dr. Meixner pre- 
sented a paper outlining a joint project for 
tuberculosis control of the County Sanatorium 
Commission, the City Sanitarium and the 
County Tuberculosis Association. 


30 














Drs. J. B. McKnight and C. J. Koerth, Fe- f 
lows of the American College of Chest Phys- 


icians, acted as presiding officers at respéet- 
tive sessions of the Thirtieth Annual Meeting 
of the Texas Tuberculosis Association, which 
was held at Temple on April 13th, 14th, and 


15th. Other Fellows of the College on the pro- 
eram were Drs. H. F. Carman, Dallas; J. W. 
Laws, El Paso: F. N. Moore, Austin; and J. R. 


Phillips, Houston. 
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